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STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/ (X3) DATE SURVEY
AND PLAN OF CORRECTION LA ,EENT,E,E;%,%NP;:_‘EMB%{? DAELMUETIRLE CONSTRUGHON COMPLETED
A BUILDING 01 - MAIN BUILDING 04
B. WING
TN1803 02/18/2011

NAME OF PROVIDER OR SUPPLIER

WYNDRIDGE HEALTH AND REHAB CTR

STREET ADDRESS, CITY, STATE, ZIP CODE

456 WAYNE AVENUE
CROSSVILLE, TN 38555

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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No deficiencies were cited as a result of
complaint investigation TN00027502, completed |
. on 2/18/11. |
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